Congenital epulis is a rare intraoral tumour of the newborn arising from gingival mucosa, most commonly from the alveolar ridge 1 . It may interfere with normal feeding or potentially compromise respiration. We describe the anaesthetic management of one such case of a female infant born with a single epulis, approximately 3 cm in diameter, protruding from her mouth. The lesion was removed one day after delivery, under general anaesthesia using a laryngeal mask airway to control the infant's airway. The rationale for this management plan and alternatives to this strategy are discussed.
Congenital epulis (CE) is a granular cell tumour which originates from the mucosa of the gingiva and occurs only in the newborn. It typically presents as a mass protruding from the newborn child's mouth 1 . Although it is benign, it may impair foetal deglutition, resulting in polyhydramnios prenatally, or interfere with neonatal respiration and feeding postnatally, and therefore warrants surgical excision 2 .
CE was first described by Neumann in 1871, who coined the term 'congenital epulis' after the Greek word epoulis meaning 'gumboil' 3 . Hence it is also known as 'Neumann's tumour'. When the literature was reviewed by Zuker and Buenecha in 1993 there had been only 167 cases worldwide 4 .
This tumour is a different entity from other granular cell tumours, has a predilection for female newborns (8:1) and arises predominantly from the maxillary gingiva (3:1) compared to the mandibular alveolar ridge 1 . CE usually occurs as a single mass although multiple epuli do occur in 10% of cases 5 and they may vary in size from a few millimetres to 7.5 cm 1 .
CASE HISTORY
Following a normal delivery and uneventful pregnancy, a female infant was noted to have a large mass, approximately 3 cm in diameter, protruding from her mouth ( Figure 1 ). This mass was mucosa covered, pedunculated and arose from the anterior alveolar margin. It had not been detected antenatally and although it did not affect breathing, it did impede feeding and a nasogastric tube was inserted.
Following consultation between the neonatologist and plastic surgeons, the epulis was to be removed the following day under general anaesthesia. Anaesthetic preoperative assessment revealed a 3.7 kg one-day-old infant with a pedunculated congenital epulis protruding from her mouth. The lesion was mobile and when moved laterally, easily revealed her airway.
117
The operating room was pre-warmed and a selection of laryngoscope blades (miller 00, 0 and 1, Wisconsin 0 and 1, Robertshaw 0 and 1), endotracheal tubes (3.0 and 3.5 mm ID) and oral airways (Guedel 00, 0 and 1) were prepared and ready for use. The plastic surgeon and assistant were scrubbed prior to induction and prepared to ligate the tumour immediately should it impair ventilation at any stage.
Prior to induction of anaesthesia, a range of facemasks (Silicone, Plastic and Rendell Baker) were assessed for best fit with regard to the seal over the infant's face and accommodating the lesion. A circular silicone facemask (size 1) was found to be the most suitable. Anaesthesia was induced by spontaneous ventilation with 100% oxygen and incremental increases in sevoflurane (0 to 6%) via an Ayres T-Piece and the silicone face mask. once it was established that manual ventilation was possible, and when the depth of anaesthesia was sufficient, a size 1 classic laryngeal mask airway (LmA) was inserted without any difficulty ( Figure 2 ). Anaesthesia was maintained using an oxygen-air mixture (inhaled oxygen concentrations of 50 to 60%) and end-tidal sevoflurane concentrations of 1.8 to 2.5%, with the patient spontaneously ventilating. The patient remained haemodynamically stable and well oxygenated throughout the procedure.
The tumour was excised after its pedicle was ligated with a suture (Figure 3 ) and bipolar diathermy was used to achieve haemostasis. Blood loss was minimal.
The total operating room time was 35 minutes. The LmA was removed when the patient was awake and she was transferred back to the neonatal unit for routine postoperative apnoea monitoring. The histology of the mass appeared to be classical for congenital epulis and the diagnosis was confirmed by immunohistochemical testing. Normal oral feeding commenced upon return to the neonatal intensive care and the patient was discharged three days after excision of the tumour.
DISCUSSIoN
This report describes a case that is typical of CE in presentation and history. The diagnosis was made based on history and examination and was confirmed by histopathology and immunochemistry. The differential diagnosis of an oral mass in the newborn includes melanotic neuroectodermal tumour of infancy, malignant granular cell myoblastoma, alveolar rhabdomyosarcoma and chondrogenic and osteogenic sarcomas 5 . Congenital epulis may be diagnosed via antenatal ultrasound 6 or may be first observed on delivery 5, 7 . Due to its potential to obstruct the infant airway and interfere with feeding, early surgical removal is indicated. This may be done under general anaesthesia 5 , local anaesthesia 7,8 or immediately on, or prior to, delivery 6 .
The advantages of excision under local anaesthesia include minimal exposure of the newborn to general anaesthetic agents and the ability of the newborn to protect its airway from secretions and blood. However, it is challenging for the surgeon as the newborn is likely to cry and move during the procedure and this may make the procedure more complicated than necessary making excision and adequate haemostasis difficult or impossible.
General anaesthesia optimises surgical conditions but is not without its risks, especially in a newborn baby. In addition to the risks of anaesthetising a neonate, there is also the potential for airway obstruction and difficult intubation due to the mass of the CE. However, there are no reports of difficult or failed intubation in patients with CE, most likely because the tumour is pedunculated and mobile, and hence can be mobilised easily to facilitate intubation.
The operating surgeon was concerned about the ability to achieve rapid complete haemostasis of the lesion in a crying mobile infant and felt that general anaesthesia would be most appropriate. As the lesion was mobile, easily moved laterally and fitted under a facemask with an adequate seal without obstructing the airway, general anaesthesia proceeded. If this had not been the case and an adequate seal impossible to achieve without obstructing the airway, the prudent option would have been to excise the lesion under local anaesthesia and then 'tidy-up' as necessary under general anaesthesia. Due to the nature of epulides, having the surgeon available to immediately ligate and remove it is essential to minimise the chances of airway obstruction. Similarly, preparation for a difficult intubation with a selection of facemasks, oral airways and laryngoscope blades is mandatory. The use of an LmA was decided upon as the mass was anterior, small and mobile. Hence, airway obstruction was highly unlikely and the procedure would be brief. In addition, blood loss would most likely not be significant and the LMA would adequately protect the airway. The use of an LmA during the excision of CE under general anaesthesia has not been reported in the literature as previous reports of general anaesthesia for excision of CE have described using an endotracheal tube 5 . We feel it is important to report the feasibility of this option of maintaining a patent airway in an infant with congenital epulis.
The successful use of the laryngeal mask airway minimised the airway intervention in this infant and it was unnecessary to administer muscle relaxants, and reversal thereof, as the infant breathed spontaneously throughout the procedure. As with all cases with a potentially difficult airway, preparation had been made for a more complicated scenario but this case illustrates the potential for the successful use of a laryngeal mask airway in patients with congenital epulis.
